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Obsessional personality and outcome of panic disorder Sir: The letter of O'Rourke et al (1997) published in response to our letter earlier this year (Tyrer et ai, 1997) has caused us considerable distress. More particularly, the penultimate paragraph suggesting that our observation that rural Irish patients may have greater symptom stability because of anancastic personalities is "a racist joke in poor taste" is something to which we take great exception.
This possible explanation of the findings was made in the spirit of scientific enquiry and contains no element of racism.
The response of O'Rourke et al not only misrepresented our intentions but is also a slur on the reputation of another Irish colleague, Dr Kelleher, whose two publications on this subject were cited in our letter. In his 1972 paper (Kelleher, 1972) he showed that Irish general hospital patients chosen at random had significantly higher scores on the Leyton Obsessional Inventory than similar English equivalents, with an average score of 11 for the Irish subjects and 9.2 for the English ones. In the same paper he also showed that the rural Irish patients from the Cork area had scores which were 2.5 points higher than those who came from Cork city. In his 1982
paper (Scott et ai, 1982) these findings were replicated, except that in addition a Scottish sample was compared and this was found to have lower obsessional scores than either the Irish or the English.
The reasons why we thought these findings may have significance in the study of O'Rourke et al (1996) is that in our own work we have found those who have anancastic personalities have fewer life events and show less diagnostic change than those who do not have such personalities. This is the background that led to our suggestion that rural Irish patients are more likely to have obsessional personality characteristics and that this could have clinical significance. 
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Structural neuroimaging in learning disability
Sir: We read with interest the recent article reviewing structural neuroimaging in learning disability (Deb, 1997). For adults with Down's syndrome a strong association with dementia of Alzheimer's type is now well established. However, the review failed to discuss the role of structural neuroimaging in the detection of Alzheimer's disease in this population. Magnetic resonance imaging has demonstrated that subjects with Down's syndrome show signs associated with Alzheimer's disease; dilatation of ventricles, increased peripheral atrophy and increased deep white matter lesions (Pelz et ai, 1986; Emerson et ai, 1995) . For subjects with Down's syndrome with clinical dementia, atrophic changes similar to those seen in the general population of those with Alzheimer's disease are found (Kesslak et ai, 1994; Prasher et ai, 1996) and non-specific basal ganglia changes are seen (Aylward et ai, 1997). We agree with the author that structural neuroimaging holds great promise for future research, especially in the assessment of neurodegenerative disorders in those with learning disability.
Aylward, E. H., U, Q., Habbak, R., et al ( 's (1995) paper), and critically, that the degree of variability is related to the severity of cognitive deficits in schizophrenia.
We (Lawsetal, 1998) examined whether famous face-naming deficits were consistent across time. While some patients showed little natural change across an 18-month period and little response to cueing, others showed significant change and high responsiveness to cueing. The former consisted entirely of chronically hospitalised patients; the latter were living in the community. Critically, variability across time correlated highly with the severity of cognitive baseline naming deficit (r=0.84); that is, those who were less impaired at naming faces showed greater variability across time than those with more severe face-naming deficits.
We suggest, therefore, that the data of Harvey et al may not address the issue of deterioration and could reflect the severity of cognitive deficit in their patients. In other words, the extremely low baseline MMSE scores (mean=13) of Harvey et aI's patients may make any change across time less likely. To detect deterioration, it is necessary to examine a group that is capable of showing deterioration. Finally, it is important to examine individual cases in greater detail to fully understand why some of Harvey et aI's patients show improved MMSE scores, since this has implications for those who apparently deteriorated. Closing the gap between research and practice Sir: I read with interest the paper by Geddes & Harrison (1997) on evidence-based medicine (EBM). They have shown that EBM is no less relevant to psychiatry than to any other medical specialty.
EBM is not simply a British (Kendell, 1997) or American initiative. Public health care in Hong Kong is managed by the Hospital Authority, a quasi-governmental body receiving a budget from the government but functioning outside the civil service itself. Annual plans on service provision are drawn up. Since a couple of years ago, we have been required to cite and rate clinical evidence according to a hierarchy very similar to that laid out in Table 1 of Geddes & Harrison's paper. After fumbling with the concept for some time, we have gradually realised the importance of EBM in underpinning our bids for resources. We cannot help echoing Geddes & Harrison's advice of adopting EBM before it is foisted upon us. 
Doctors' dress
Sir: We read with interest the paper by Gledhill et al (1997) on attitudes and preferences in relation to dress and address in a sample of psychiatric in-patients. As part of a larger study (jones et ai, 1997) of adolescent health needs we invited healthy adolescents to respond in free text to the question "what is your ideal doctor like?". We received 451 answers, 153 adolescents specifically commenting on doctors' dress. Of these, 530/0 favoured casual clothes, with 470/0 stating that doctors should be smart or well-dressed. Only a few adolescents spontaneously mentioned that doctors should wear white coats. Several respondents mentioned personal hygiene stating that doctors should be "clean and not smelly".
When describing their ideal doctor, 600/0 of adolescents in our survey spontaneously mentioned personality, the majority saying that doctors should be friendly, easy to talk to and sympathetic. The study by Gledhill et al found that despite the fact that wearing jeans was associated with these qualities, they were the least favoured dress option among their sample group. Perhaps a good rapport with their doctor is a higher priority on the adolescents' agenda than on the psychiatric patients' agenda, or perhaps, as Gledhill et al suggest, the wearing of white coats may help to define the boundary between the internal and external worlds for psychiatric patients.
Doctors dress and terms of address is a fascinating area, with different age groups and categories of patients having different expectations. If we are going to maximise doctor-patient communication, and thereby increase patient satisfaction, we need to be aware of their expectations. Sir: We read with interest the recent paper on psychiatrists' dress (Gledhill et ai, 1997) . We undertook similar research in 1992. The purpose of our study was to assess whether the channels of non-verbal communication (attire, facial expression and posture) played a role in attributing the personality traits of competence, trustworthiness and ability to care to general practitioners.
One hundred and forty patients waiting to see their general practitioner were shown a series of photographs depicting either a sitting male or female doctor in five different dress styles, varying in formality from white coats to jeans. For each dress style there were two options for posture, relaxed or tense, and two options of facial expression, smiling and nonsmiling. Subjects sorted the pictures on three dimensions: 'competence', 'trustworthy' and 'caring'.
We found that although formality of dress was important for patients in assessing competence and trustworthiness of male doctors, facial expression was more
